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and agree that it is of little practical use, as illustrated We have recently audited our results for leg ulcers
seen over a 14-month period in a one-stop leg ulcerby our paper. Even the means of transport used by
patients to arrive at the clinic only provides a clinic. We found similar 26-week healing rates of
74%, 68% and 34% for patients with venous in-measure of disability, and only then if the patient
adopts the same philosophy to public transport as competence and ankle–brachial pressure index (ABPI)
of >0.8, 0.6–0.8, <0.6, respectively, compared withthe authors propose. As outlined in the abstract to
our article, claudication distance and maximum the 70%, 64% and 23% reported by the authors. We
would suggest these modifications to the treatmentwalking distance are measures of disability. Inter-
vention should be based not on disability, but on protocol advised by the authors:
the handicap that the disability produces. The patient
1. Leg ulcers with ABPI of <0.5 should not beremains the best source of information regarding
labelled as mixed arterial/venous ulcers unlesshandicap.
there is clinical evidence of venous disease, e.g.
haemosiderin pigmentation. Various authors haveC. J. E. Watson
found reflux of >1 s in ‘‘normal’’ veins particularlyCambridge, U.K.
in the above-knee deep veins (Lagattolla & Burnand,
1997; I.D.: 35).2 Therefore some of these mixed
ulcers would be more correctly labelled arterialArticle No. ejvs.1999.0901
ulcers in the absence of clinical evidence of venous
Aortic Grafting disease.
2. Modified compression for the ulcers with moderate
Sir, arterial disease, instead of using 4-layer bandaging
The recent paper by Ljungstrom (Eur J Vasc Endovasc with 25% stretch, would be more reproducible if
Surg 1999; 17: 257–258) describes a method for 3-layer bandages were used with the same 50%
reinforcing an aortic-graft anastomosis by a strip of stretch as for 4-layer bandaging. Therefore, by
Dacron. The technique of reinforcing the posterior omitting either the Elset (which gives 17 mmHg
wall by a strip of Dacron has the advantage of compression at 50% stretch) or the Coban (which
creating a posterior cuff in the aortic wall to which gives 23 mmHg at the same stretch), modified
sutures can be applied. The main disadvantage of compression can be achieved.
the technique described by Ljungstrom is that the 3. For any leg ulcer patient with ABPI <0.8 a formal
Dacron strip requires suturing to a 4-mm rubber arterial duplex scan at the first presentation
tube to railroad it behind the aorta. should be performed. This would allow: (i) Less
A simpler technique which I have used for 20 ‘‘diagnostic’’ arteriograms with their well-re-
years is to pass a 6-mm nylon tape (Ethicon W273) cognised complications to be performed; (ii) earlier
around the aorta and to use this to create the definitive treatment for those patients who would
posterior aortic cuff. This can be included in the benefit from either angioplasty or reconstruction.2
post-suture line if required. The tape is divided on
both sides of the aorta at the completion of the
M. Guest, A. Williams,anastomosis. The nylon tape can also be used to
R. Greenhalghpass around the iliac vessels during the initial
and A. Daviesdissection. If that vessel subsequently needs to be
London, U.K.tied off it can be done so with the nylon tape.
Occasionally a second nylon tape is required to
secure the vessel.
J. M. Symes
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Authors’ reply pronouncements influence practice elsewhere. I was
therefore somewhat concerned to read the article by
We are pleased to see that our Charing Cross Troe¨ng et al.1 whose title implies little ambiguity,
whilst providing surprisingly little evidence there-colleagues have demonstrated similar results for leg-
ulcer healing, although the groups may be slightly after.
Sixty-five carotid endarterectomies were com-different. The modifications suggested seem not
unreasonable and, indeed, we have incorporated plicated by stroke or death. However, at no point
were the aetiologies documented nor how thesesimilar changes into our protocol.
diagnoses were made (e.g. haemodynamic, embolic,1. There is no doubt that both our group and the
thrombotic, haemorrhagic, cardiac). Similarly, thereCharing Cross group feel that arterial investigation
was no information as to when they occurredis warranted when leg ulceration presents in a
(intraoperative, postoperative), nor how they werelimb with an ankle–brachial pressure index (ABPI)
investigated. Unless each was investigated in a<0.5 in order that arterial disease is treated. It is
similar manner, (re-exploration, duplex, autopsy, CTdifficult, if not impossible, to be able to say when
scan), I am unsure how any independent panel canvenous reflux in these limbs plays a significant
reliably ascribe responsibility in a retrospective study.role. The majority of our ulcerated limbs with an
For example, how many patients recovered fromABPI of <0.5 and venous reflux of >1 s had some
anaesthesia with a stroke (i.e. an intraoperative event)evidence of venous disease. Improvements of their
and were then assigned to a category that did notarterial circulation allowed compression to be
include even the possibility of surgical error? Inapplied and hence both arterial and venous
practice, all intraoperative strokes must follow somedysfunction were treated.
adverse intraoperative event and it would be difficult2. We are aware that there are probably several
not to ascribe ‘‘surgeon error’’ to all of them.mechanisms available to reduce the degree of
Similarly, were all postoperative non-haemorrhagiccompression at the ankle in limbs with some
strokes re-explored (or some other investigativedegree of arterial disease. We felt that 4-layer
modality performed) so as to exclude underlyingcompression at 25% stretch would provide sus-
technical error?tained compression for the full seven days – 3-
The Swedvasc data seem to suggest that surgicallayer may not provide such sustained compression.
error rarely predisposes to operative stroke. If true,We verified that 4-layer at 25% stretch would
this is welcome news, especially in the currentprovide an ankle pressure at 30 mmHg compared
era of surgeon-bashing. However, surprisingly fewto the suggested 17 and 23 mmHg of 3-layer. It
studies have prospectively audited the timing andis probably wise to look at the absolute ankle
causation of operative stroke, and most continue topressure rather than merely the ABPI as some
suggest that inadvertent technical error remains theabsolute pressures may be so low that 30 mmHg
single most important predisposing factor.of compression may reduce the perfusion pressure
to worrying levels. We would always suggest a
A. Ross NaylorCoban or Coplus to be applied as the outer layer,
Leicester, U.K.as this maintains the structure of the 4-layer
bandage, due to its self-adhesive properties.
3. We entirely agree that ulcerated limbs with an
ABPI <0.8 should have an arterial duplex per-
Referenceformed to reduce the number of unnecessary
diagnostic arteriograms. We incorporated this
1 Troe¨ng T, Bergqvist D, Norrving B, Ahari A. Complicationsassessment into our protocol in 1998. after carotid endarterectomy are related to surgical errors in
less than one fifth of cases. Eur J Vasc Endovasc Surg 1999; 18:
K. R. Poskitt and A. S. K. Ghauri 59–64.
Gloucestershire, U.K.
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Complications after Carotid Endarterectomy Authors’ reply
Sir, The comments by Mr Ross Naylor gives us an
opportunity to discuss the difficult matter of causesThe Swedish Vascular Registry is a highly respected
audit of outcome in Sweden and, quite rightly, its to complications after carotid endarterectomy (CEA).
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